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it takes a lot of telling... 













Seeing the doctor promptly when disturbing physical symp- 
toms appear is not a thing most people will do readily, as 
you well know. The fact is, they take some “telling.” 





And being reminded, once or twice even, of the impor- 
tance of prompt and proper medical care is not enough. 
People have to be told time and again. The message has 
to be kept alive until they recognize its truth — and 
act accordingly. 













For more than 27 years, Parke-Davis has promoted the 
“See your doctor” idea. On these pages are a few of the 
233 advertisements that have appeared thus far. These 
messages are being published in LIFE, SATURDAY 
EVENING POST, TIME, and TODAY’S HEALTH. 
And you can be reasonably sure that the millions who 





read these magazines—and are seeing these advertisements 


— include many of your patients. 







Any suggestions that you yourself may have for making 





this series more useful to the public — and to the medical 





profession — are always welcome. 









PARKE, DAVIS & COMPANY 


DETROIT 32, MICHIGAN 
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The Crippled Children’s Commission 


Perhaps if the problems involved in the 
(ministration of the programs for the care 
children who are without means were 
s»read out and the tools to work with were 
» aced beside the problems, those medical 
nen in any sort of advisory position could 
help in the solution in one way or another. 


The Problem 


The only problem is the care of these 
children in such a way that the children’s 
care is adequate and in such a way that 
tie Children’s Hospital can maintain its 
proper student-patient ratio for accredita- 
tion provided that this provision of the 
(rippled Children’s Act shall not cause un- 
die hardship on the patient. This is an obli- 
tion imposed by law on the Commission. 


> 


The Facilities for the Care of Children 


1. The Oklahoma Hospital for Crippled 
Children, including its clinics and its lab- 
oratories has been designated as a service 
institution for the physically handicapped 
children of the State by the legislature. This 
means that the hospital has the duty of pro- 
viding service as well as the duty of provid- 
ing the clinical facilities for teaching and 
training as part of the School of Medicine. 

2. Many private, municipal or county and 
voluntary hospitals scattered over the state 
have been approved by the Commission for 
the type service that their respective staffs 
are qualified and equipped to render. 

3. Convalescent Hospitals—Children who 
are recovering from protracted illness such 
as rheumatic fever, poliomyelitis, osteomy- 
elitis, are taken care of in convalescent hos- 
pitals when special hospital care is no longer 
required but they are not yet ready to go 
home. These services for the most part are 
provided by the Children’s Convalescent 
Home at Bethany and the Children’s Medi- 
cal Center in Tulsa. 

1. The Cerebral Palsy Institute at 
Norman provides training for children who 
are trainable and who have some motor dis- 
ability. 
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5. The Speech and Hearing Clinic pro- 
vides help to those children who have de- 
fective speech or hearing or both. 

6. The Rehabilitation Center at Okmulgee 
provides training for children whose physi- 
cal equipment precludes their employment 
for ordinary jobs. For example, a boy whose 
heart has been severely damaged by rheu- 
matic fever may be taught to repair watches 
and clocks. 

7. Certain children at 
boarding home care. 

All these facilities are available and are 
needed. They must be used or they will 
wither on the vine. The service they render 
must be paid for or they cannot continue 
to exist. 


times require 


The Tools 


There are only two tools involved (1) 
Technical skill and (2) money. 

1. Most of the medical and dental Tech- 
nical skill is provided without cost to the 
State by members of the medical and dental 
professions. This is one big reason why we 
of the medical profession should concern 
ourselves with the whole program. 

2. The money comes from several sources, 
but as a tool to work with its sources may 
limit its complete usefulness. 

a. By direct appropriation to the Com- 
mission the legislature provides $630,000. 
A portion of this is earmarked for the Speech 
and hearing Clinic and a portion for the 
Cerebral Palsy Institute. 

b. The Federal Government provides 
$200,000 with some strings on what type of 
patient it can be spent. 

c. The legislature made it mandatory for 
the Board of County Commissioners of each 
county to include in their estimate to their 
respective Excise Boards an amount equal 
to 20 cents for each $1,000.00. ““The appropri- 
ation should be known as the Crippled Child- 
ren’s Budget Account.” The total amount 
for 1954-55 was $347,153.00. 

1. The county judge must approve the 
application for care. 

2. Not more than 20 per cent of the 
county’s total budget account can be spent 
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on any one child in one year regardless of 
how much may be left in the fund. 

3. None of this budget account may be 
spent for care in any state institution. None 
of this money can be paid to the Crippled 
Children’s Hospital. In Oklahoma County 
where most of the indigent children receive 
their outpatient care at Crippled Children’s 
Hospital, it would be normal procedure for 
them to be hospitalized at Crippled Child- 
ren’s Hospital when hospitalization is indi- 
cated, but county budget funds cannot be 
used for this. 

4. This county budget is not cumulative. 
Any unused funds simply remain but the ap- 
propriation for the subsequent year can be 
reduced by that amount and remain in the 
county’s general fund. 

5. The county cannot be held responsible 
for the payment of more money than is in 
its budget account. 

In the last fiscal year only a little over 
half of the county budget funds were used. 
Obviously a means of using these funds to 
the fullest possible extent must be found. 

d. Of the sales tax collected, one per cent 
goes to the care of indigent children. The 
sum amounts to some $400,000 per year, is 
administered by the Department of Public 
Welfare and is available for use by the Com- 
mission for children’s care. Full advantage 
of this fund has not been taken either. Two 
points are not clear—the character of the 
means test that is applied by the Welfare De- 
partment and do county judges hesitate to 
commit children who are already being 
assisted by the welfare department. Com- 
mitment papers must be signed by the county 
judge before county budget funds may be 
used. 

Where it is necessary for some type of 
means test to be applied, some type of form- 
ula is required. This formula may consider 
only the individual means, without regard 
to the cost character of the sickness in ques- 
tion. Some discretionary powers must be per- 
mitted the person or agency who has the 
duty of deciding whether a patient is en- 
titled to care. 

No attempted solution of any difficulties 
is intended. It is, however, entirely possible 
that the governor’s study committee will 
come up with something of a permament 
solution. There would be a better chance of 
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this if fewer of the committee members wer : 
biased, but their familiarity with the pro! - 
lems may offset this. Like oil and wate, 
service and red tape do not mix. Perhajs 
the study committee can find ways to cit 
away a lot of it. 


The Teaching Case 


This term has been bandied about in t! 
newspaper in a manner that is ridiculot 
Any human being who is in need of he'p 
medically presents a learning situation f 
the student of medicine, the student of nurs- 
ing the resident house officers, the nurss 
the doctor in charge of the patient, the con- 
sultant, and the rest of the staff. It is true 
that there are rare diseases and uncommon 
manifestations of common diseases which the 
teacher is anxious to show his students, just 
as there are rare flowers or unusual shades of 
color in common flowers that the flower 
grower likes to show his friends or colleagues. 
There is however, no such thing as the teach- 
ing case and the non-teaching case. A patient 
may be admitted because he is a good teach- 
ing case, but needing admission he will not be 
turned down because he is not. 

On the clinical faculty of the University 
of Oklahoma School of Medicine there are 
those whose primary interest is research; 
there are those whose primary interest is 
teaching; there are those whose primary 
interest is service. It is necessary for clinical 
department heads to be able and willing to 
coordinate these interests. If the interest in 
service lags, the doctors and the citizens of 
the state who are involved are offended, and 
the students are not given the correct con- 
cept of the doctor’s function in society. His 
particular interest will be developed later. 
The department heads must see that their 
departments are geared for service, but they 
cannot do this if funds are not available for 
inpatient care. It would, of course, help if 
there were no unnecessary delays in the 
study and treatment of patients and no de- 
lays in his discharge from the hospital when 
all this is finished. 

The Medical School is here to stay; let’s 
quit complaining and help wherever we may 
live and practice. One staff man who offends 
is no more the school of medicine than on 
preacher or priest is the church. 


t 
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GOITER Occurring During COBALT THERAPY 


For more than 30 years, it has been known 
t at the administration of cobalt will pro- 
¢ ice polycythemia in many species of animals 
i cluding man. In man, this polycythemia 
i: absolute and is due to increase in the cir- 
c lating red cell mass', as indicated by re- 
ticulocytosis and by an increase in the ery- 
th roid cells of the bone marrow without any 
e largement of the plasma compartment. 
There is a decrease in the size of the red 
cells so formed and a drop in their mean 
corpuscular volume. However, these ery- 
throcytes contain no abnormal hemoglobins, 
and their hemoglobin seems to have a normal 
capacity for oxygen transport’. 


Many observers concur that the onset of 
erythropoietic effect on bone marrow of ad- 
ministered cobalt is quite similar in chron- 
ology to that induced by anoxia of the mar- 
row cells. Such effect is ascribed to inhibi- 
tion by cobalt of oxygenation of the marrow. 
Inhibition in turn is due to formation of par- 
tially reversible complexes between cysteine 
and/or histidine, oxygen and cobalt’. Such 
complexes are difficult of dissociation in the 
body and probably create anoxia of the mar- 
row erythroid cells and resultant erythrop- 
o1es1S. 

These early observations inspired a series 
of efforts to correct anemias in man by the 
administration of cobalt salts, usually co- 
baltous chloride or nitrate. These salts were 
shown to affect favorable anemia produced 
by benzol administration’, sterile inflamma- 
tion’, infection®, dysnutrition’, thalassemia, 
sicklemia®, hypoplastic anemia’, etc. 


In both the anemic and non-anemic indi- 
vidual, cobalt, when administered in doses of 
50 to 300 milligrams daily, regularly gives 
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good reticulocytic response in four to 10 
days. This is, of course, about the same time 
interval as that seen in therapy by liver ex- 
tract, in therapy by iron salts, anoxia and 
hemorrhage. 

This chronologic similarity of reticulo- 
cytic response supports the concept that co- 
balt interferes with the transport of oxygen 
in the erythroid cells because of its ability 
to form oxygen-binding complexes with cys- 
teine and/or histidine, rather than that co- 
balt is a specific nutritional element required 
for erythrocyte or hemoglobin production, 
even though, as a trace element, it is part of 
the B-12 complex. 

Not a great deal is known about the fate 
of orally ingested cobalt salts. Most cobalt 
it lost in the feces. Only about eight per cent 
is excreted by the kidney. 

Toxicities observed as a result of standard 
doses of the drug have heretofore been rela- 
tively mild. They have consisted of gastro- 
intestinal symptoms such as anorexia, naus- 
ea, vomiting, and diarrhea; vasomotor symp- 
toms such as flushing of the face or extremi- 
ties and substernal pain’; and phenomena of 
the auditory nerves consisting of tinnitus 
and nerve deafness''. All are transient and 
reversible on discontinuance of the drug, al- 
though Berk, et al, have suggested that since 
the fundamental function of cobalt salts is 
interference with intracellular respiration. 


333 








such salts should be given cautiously to pa- 
tients with myocardial infarction’. 


Recently, it has been discovered that many 
individuals undergoing several months of 
cobalt therapty will develop goiters''. Clin- 
ically, there is symmetric, firm and painless 
enlargement of the entire gland. Histolog- 
ically, the follicles are large and the lining 
epithelium very hypertrophic; colloid is 
quite scanty. 


Experimental work in human volunteers 
has shown that prolonged cobalt therapy 
may be associated with development of goit- 
ers with marked suppression of thyroid func- 
tion as measured by determinations of radio- 
active iodine uptake and serum protein- 
bound iodine''. These goiters and their ac- 
companying clinical and laboratory manifes- 
tations usually disappear within a month af- 
ter discontinuance of cobalt. 


Case Report 


D.J.M. was born on June 20, 1953, at sev- 
en months’ gestation. His birth weight was 
three pounds, 14 ounces. He was given the 
usual supportive measures for the prema- 
ture, including oxygen and incubation for 
two weeks, and was discharged from the 
hospital on his 32nd day of life at a weight of 
five pounds. His red blood count on June 
30, 1953, was 5.07 million with 14 grams of 
hemoglobin. He was last seen in this clinic 
on July 30, 1953. At this time complete ex- 
amination, including ophthalomologic con- 
sultation, failed to reveal any pathological 
condition. His gain in weight had been 
normal since his discharge from the hospital, 
and he returned to the care of his family 
physician. He was not again seen until Feb- 
ruary 23, 1955, when consultation by his 
physician was requested because of a dif- 
fuse enlargement of the thyroid gland of 
three weeks’ duration. At that time, his 
weight was 20 pounds, four ounces, his height 
was 29 3/4 inches, and his temperature was 
100° rectally. The interim history revealed 
frequent upper respiratory infections and 
an anemia which had been treated with an 
“iron preparation” for four months. The 
developmental history was normal, and the 
immunologic and past history were negative. 
An interesting bit of family history was that 
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the father’s mother and two sisters all had 
had goiters. 

Physical examination showed a diffuse, 
painless enlargement, moderately hard, of 
the entire thyroid gland. One examiner 
heard a briut over this area. No clinical evi- 
dence of thyroid hypofunction was adduced. 
The liver was three finger breadths below 
the right costal margin and was not tender. 
The urinalysis on admission was negative 
The hemogram on admission showed a WBC 
of 12,400 with 34 per cent filamented neuw- 
trophils, two per cent nonfilamented neu- 
trophils, 62 per cent lymphocytes and two 
per cent monocytes. The red blood count 
was 7.01 million with nine grams of hemo- 
globin (58 per cent). The red cells revealed 
microcytosis, hypochromasia, anisocytosis 
and poikilocytosis. The reticulocyte count 
was two per cent. 


X-ray of the chest and neck showed only 
a soft mass of tissue in the anterior neck 
which did not extend into the bony thorax 
and in which no calcifications were seen. 


The patient was seen in consultation by two 
members of the surgical staff who felt that 
(a) the mass was the thyroid, and (b) a 
specimen be taken for biopsy. 


Since there was doubt as to the origin of 
the struma, the child was discharged with- 
out complete diagnosis and with the object in 
mind of considering studies of thyroid func- 
tion such as cholesterol, protein-bound io- 
dine, or radioactive iodine uptake later. 
Meanwhile, perusal of the literature re- 
vealed that in some individuals cobalt is 
thought to be a goitrogen. The “iron prep- 
aration” turned out to be one which con- 
tains 40 mgs. of cobalt chloride per 0.6 cc. 
This child had had 80 mgs. per day of cobalt 
chloride for four months. When seen two 
weeks after cobalt therapy was terminated, 
the thyroid was much smaller and softer. 
No other change in management had been 
made. 


Discussion 
Several groups of drugs are known to pro- 
duce goiters and to depress thyroid function. 
Among them, the most familiar are thi 
thiourea derivatives, thiocyanates and sul- 
faguanadine. All of these drugs reduce hor- 
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mone output of the thyroid, either because 
there is blockage of some stage of hormone 
s nthesis or because the presence of these 
d ugs removes an essential ingredient nec- 
e-cary for such synthesis. Since with th: 

in circulating thyroid hormone, the an- 

ior pituitary output of thyrotropic hor- 
n one inereases, hyperplasia of the thyroid 
¢ ind results. 


‘nlike thiourea deriviatives, prolonged 
c urses of cobalt have failed to produce 
e her goiter or evidence of thyroid dysfunc- 

1 in experimental animals. In man, co- 
b It is thought to increase thyrotropic hor- 
n me, since after withdrawal of cobalt, the 
r. dioactive iodine rises to very high levels. 


[In the human being, the antithyroid effect 
0 cobalt is thought to be due to its action of 
i) hibition on some of the enzymatic reactions 
o| the thyroid, probably that of tyrosine-io- 
dnase, which catalyzes the iodination of 
t,rosine to monoiodotyrosine. This is the 
basie reaction by which inorganic iodine be- 
comes protein-bound and is then available 
to conversion to thyroxin. Cobalt may act as 
an antienzyme in itself or may compete 
with tyrosine iodinase for the iodine of the 
substrate". 


One group of investigators has found that 
cobalt fails to maintain its initially good 
hematopoietic response and has therorized 
that such failure may be due to (1) super- 
imposition of the anemia of hypothyroidism, 
or (2) some toxic reaction of the drug on 
bone marrow which is operative only under 
prolonged therapy 


In summary, then, it is felt that cobalt 
therapy in children has some real elements 
of danger and should be employed only with 
full realization of the potentialities of tox- 
icity inherent in the drug. That the described 
reaction may be due to individual idiocyn- 
crasy cannot be gainsaid; decision on this 
point must await elucidation of further sta- 
tistical studies. 
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Medical Television News 


Five regularly scheduled medical television 
programs have been announced for the 
1955-56 season by national TV networks. 
Medical programs include: 


MEDIC. 8:00 p.m. three Mondays out 
of four. Carried on WKY-TV, Oklahoma, and 
KVOO-TYV, Tulsa. 


MARCH OF MEDICINE. 8:30 p.m. the 
first Tuesday of November and December. 
Carried on NBC-TV network. December pro- 
gram will cover scientific presentations made 
at the A.M.A.’s Clinical Session in Boston. 
November program was not available at 
press time. 


DOCTOR SPOCK. 2:00 p.m. Sundays 
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on NBC-TV, a half hour telecast on child 
care and development. 


MEDICAL AND HEALTH NEWS WITH 
HOWARD WHITMAN. Each Wednesday 
morning on NBC-TV’s “Home” show, 10 
minutes of the latest medical and health news 
will be reported. 


MEDICAL HORIZONS. 8:30 p.m. each 
Monday over the ABC-TV network, the 
series will offer reports via “live” remote 
pickup from medical schools and research 
institutes. 

DOCTOR HUDSON’S SECRET JOURN- 
AL and IT’S FUN TO REDUCE will be 
available this fall for “spot” placement on 
local stations. 
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Management of OVARIAN ‘TUMORS 


Well protected in the lower recesses of 
the pelvic abdominal cavity reside two small, 
oval organs of internal secretion. These are 
the ovaries, highly important physical pos- 
sessions of women. The ovaries are the most 
important organs contributing to secondary 
sex differentiation and they are absolutely 
essential to the reproductive function of 
womankind. 


Embryologically and anatomically the 
ovaries are organs of descent. Having their 
origin in the renal region, they descend into 
the pelvic cavity carrying their blood and 
nerve supply with them. Unlike their male 
gonadal counterpart, the ovaries remain 
within the body cavity suspended between 
the walls of the pelvis and the uterus on 
highly vascular ligaments. Because the ov- 
aries cannot be seen and because they can 
undergo considerable enlargement without 
discomfort, it is usually difficult to make an 
early diagnosis of an ovarian tumor. 


The ovaries contain a variety of tissues 
the most important being the ovum itself. It 
is interesting that the ovum is the only uni- 
cellular structure in the human body which 
can be seen without the aid of magnification. 
The many pathologic potentialities of ovari- 
an tissues and the great importance of ovari- 
an function to the well being of the individ- 
ual woman often combine to create consid- 
erable concern regarding treatment of a par- 
ticular tumor. 


Presented at the Sixty-Second Annual Meeting of the 
Oklanoma State Medical Association, May 9, 1955. 
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Symptoms 


Quite often an ovarian tumor is an unex- 
pected finding in the course of a complete 
physical examination. In many instances the 
size of the tumor and the pressure which it 
produces are the first indications of ovarian 
growth. When a tumor grows outward into 
the abdominal cavity the symptoms are 
usually more delayed than when the tumor 
spreads into the base of the broad ligament. 
Some tumors, particularly fibroma, pseu- 
domucinous cystadenoma and cystadenocar- 
cinoma of the ovary, may be accompanied 
by a considerable amout of ascitic fluid. An 
enlarging waist line due to tumor growth 
and ascites may be the first symptoms no- 
ticed by the patient. Dyspnea due to ascites 
and occasionally to hydrothorax may become 
a prominent symptom in patients with ovari- 
an fibroma or carcinoma. 


Acute pain of ovarian origin is usually 
associated with a twisted pedicle and radi- 
ates upward toward the kidney. Hemorrhage 
into an ovary can cause pain. Chronic and 
persistent pain brought about by ovarian 
pathology is usually the result of invasior 
of the peritoneum or pressure on an associ- 
ated viscus. 
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Unfortunately the early development of 
carcinoma of the ovary is frequently silent. 
amily history of cancer of the ovary should 
ert the physician of the potentialities of 
1e same type of tumor occurring in mother 


* sisters. 


Only a few of the ovarian tumors cause 
al endocrine changes. The rather infre- 
ent masculinizing tumors produce amen- 
‘rhea. Certain tumors such as those of the 
eca and granulosa cell types may give rise 
) precocious puberty, abnormalities of men- 
rual function, or postmenopausal bleeding. 
ollicular polycystic ovaries may be associ- 
ed with episodes of anovulatory bleeding 
id with infertility. 


Physical Findings 


An ovarian tumor is usually outlined by 
,dominal vaginal palpation or by abdominal 
ctovaginal examination. Tumors which 
ave extended into the abdominal! cavity can 
e felt best by gentle abdominal palpation. 
‘luid containing tumors have been differ- 
entiated from ascites due to other causes. 
in unfixed fluid containing tumor usually 
rests beneath the abdominal wall giving a 
dull note to percussion. On the other hand, 
fluid in the abdomen will float the intestines 
ip giving an area of tympany about the um- 
jilicus. A fluid wave may be demonstrated 
vith a cystic ovarian tumor and with ascites. 
However, in addition to a widespread fluid 
wave, ascites can be demonstrated by shift- 
ing dullness noted when turning the patient 
from side to side. 


In modern therapeutics there is a wide- 
spread tendency to attempt to aspirate the 
contents of fluid containing cavities with a 
needle. If an ovarian tumor is suspected, 
abdominal paracentesis should not be under- 
taken. Such a procedure often causes rup- 
ture of the all important capsule surround- 
ing the tumor growth. In addition, the re- 
lease of fluid from an ovarian cyst distorts 
the structure of the tumor adding confusion 
rather than clarity to the diagnosis. 


When there is any question about the diag- 
nosis of a pelvic tumor, it is essential that 
the bowel and bladder be evacuated com- 
pletely. If there is still some question about 
pelvic findings the patient should come back 
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for repeat examination. If she has not been 
traumatized by a first examination, she will 
be more relaxed on a second visit. Occasion- 
ally it is necessary to have the aid of anes- 
thesia in outlining a pelvic tumor. 


Colpotomy and culdoscopy are direct 
means of feeling or seeing small ovarian 
tumors. These procedures should not be car- 
ried out in the presence of a large tumor 
occupying the pelvic cavity. 


Pelvic abdominal x-ray plates may show 
displacement of the viscera and in some der- 
moid tumors teeth or bone may be demon- 
strated. 


Differential Diagnosis 


A full bladder, a distended cecum or con- 
tents of the lower bowel may be confused 
with an ovarian tumor. In addition to the 
normal contents of these structures, adrenal, 
bowel, or bladder tumors, and intussuscep- 
tion all may give symptoms and signs sug- 
gestive of an ovarian tumor. These struc- 
tures should be carefully evaluated prior to 
any surgical exploration for an ovarian 
tumor. 


If there is any suspicion whatsoever that 
a tumor in or approaching the pelvis is an 
ectopic kidney, x-ray studies prior to lapar- 
otomy should be obtained. Ectopic kidneys, 
presacral tumors, and diverticulitis are more 
closely applied to the wall of the pelvis than 
is the situation with the majority of ovarian 
tumors. 


Early intrauterine pregnancy particularly 
with uterine asymmetry, fusion defects of 
the uterus, corpus lutein cysts associated 
with normal pregnancy and with hydatid 
mole, non pelvic induced ascites, and tuber- 
culous peritonitis are conditions sometimes 
confused with ovarian tumor pathology. 
These require careful differential diagnosis 
without surgery. 


Fibromyomata, hydrosalpinx, paraovarian 
tumors, and ectopic pregnancy are all con- 
stant considerations in the differential diag- 
nosis of ovarian tumors. In these, if the 
symptoms are such that operation is indi- 
cated, the differential diagnosis is not of 
great significance. On the other hand, ob- 
serving a multinodular pelvic tumor over a 
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period of months with the impression that 
the patient has an uterine myoma when in 
reality she has an ovarian carcinoma may 
prove to be disastrous. 


Indications for Abdominal 
Pelvic Exploration 
Certain signs and symptoms associated 
with ovarian tumors require abdominal ex- 
ploration. 


1. First and foremost is pain. The most 
frequent cause of acute pain is some inter- 
ference with the nerve and blood supply. 
Torsion of the infundibulopelvic ligament 
causes obliteration of the vein followed by 
edema, swelling of an ovarian tumor, throm- 
bosis of the vein, obliteration of the artery, 
hemorrhage and gangrene. Rapid progres- 
sive enlargement of an ovarian tumor asso- 
ciated with acute pain is a rather strong in- 
dication of torsion of the pedicle. 


2. Persistent and definite enlargement 
of an ovarian tumor or cyst above 6 cm. in 
diameter is an indication for exploration. 


3. Rapid growth of an ovarian tumor is 
indication for exploration. 


4. Ovarian enlargement in a woman past 
the menopause requires very careful consid- 
eration. If persistent, such ovarian enlarge- 
ment is often due to malignancy. 


5. A distinct adnexal tumor associated 
with precocious puberty requires explora- 
tion. These are usually granulosa cell tu- 
mors. 


6. Ovarian enlargement plus unexplained 
uterine bleeding require uterine curettage 
and pelvic exploration. 


7. As a general rule the surgeon should 
be more inclined to explore a solid than a 
cystic tumor of similar size. 


8. An adnexal tumor with associated 
hydrothorax requires abdominal exploration, 
in addition to microscopic study of the cen- 
trifuged cellular content of the thoracic 
fluid. 

9. A dermoid tumor demonstrated by x- 
ray (particularly in the presence of enlarge- 
ment to a diameter of 5 cm. or more in size) 
requires exploration. 
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10. An ovarian tumor with associated 
amenorrhea, infertility or progressive change 
in menstrual function requires surgical ex- 
ploration. 


Gross Pathology 


In the majority of operating rooms the ce- 
cision regarding what procedure is to be 
carried out depends upon interpretation of 
gross anatomic and pathologic findings. A 
pathologist who can adequately interpre 
frozen sections is usually not readily avail- 
able. Even with the most expert of path 
ologists frozen sections on soft ovarian tu- 
mors may not be entirely satisfactory. 


o 


In demonstrating the following series of 
ovarian tumors, particular emphasis will be 
placed on the characteristics of the capsule, 
the consistency of the tumor, the blood sup- 
ply to the ovary, and the invasion or attach- 
ment of the tumor to adjacent structures. 
In the last analysis the operating physician 
has the responsibility of removing, to the 
best of his ability, pathologic tumor tissue 
and preserving physiologic ovarian function. 


Principles in Surgery of the Ovaries 


There are certain surgical principles which 
particularly pertain to the management of 
ovarian tumors. 


1. One of the most important features of 
pelvic abdominal surgery is adequate ex- 
posure. If the tumor is large, the incision 
should be larger. Adequate internal palpa- 
tion of the upper abdomen and careful vis- 
ualization of both tubes and ovaries should 
be done before any removal of pelvic or- 
gans is attempted. Palpation of the liver 
may indicate the presence of perihepatic ad- 
hesions which resulted from peritonitis sec- 
ondary to salpingitis or the presence of me- 
tastatic tumors. Palpation of the kidneys 
may prevent the unnecessary exposure and 
possible removal of a pelvic kidney. Palpa- 
tion of the omentum and intestines may re- 
veal original or metastatic lesions unsuspect- 
ed prior to laparotomy. 


2. As a general rule, all normal ovarian 
tissue should be preserved and all pathologic 
ovarian tissue should be removed. Success 
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in fulfilling this principle requires consider- 
able experience as well as good judgment. 


3. It is impossible to aspirate an ovarian 

imor without some spillage into the perito- 
eal cavity. Encapsulation is the patient’s 
st protection against the growing or irri- 
iting contents of the tumor. After the tu- 
or is removed, it should be opened away 
‘om the operating field preferably by an 
sistant. 


4. If the ovarian pedicle is twisted and 
yntains a venous thrombus the infundibulo- 
‘lvic ligament should be clamped or ligated 
ove the area of the thrombosis. Untwist- 
g the ovarian pedicle before clamping or 
gating above the thrombus may dislodge an 
nbolus and cause sudden death. 


5. The infundibulopelvic ligament has its 
‘igin in the renal region. When it is in- 
sed the proximal portion will retract up- 
ard. Since this ligament has no suspensory 
inction following removal of the ovary, it 
hould not be brought down to the cervical 
tump or vaginal cuff. Undue stretch on the 
ifundibulopelvic ligament will cause pain. 
f tension is placed on the ligament it will 

retract and may remove the ligating sutures 

from around the ovarian vessels, resulting in 
delayed intra-abdominal hemorrhage. 


6. When a tumor is resected from the 
ovary the incision should be in the normal 
appearing ovarian tissue around the tumor 
to prevent spillage. There is no indication 
or justification for removing lutein cysts. 
Even large cysts associated with hydatid 
mole will undergo involution provided the 
blood supply is not compromised by torsion 
of the ligament. 


7. Because of their intraligamentous ori- 
gin parovarian cysts often distort the tube 
and ureter. By careful dissection these tu- 
mors can usually be shelled out of their cav- 
ity without sacrificing the tube and without 
injuring the ureter. 


8. If both ovaries are removed for any 
reason the uterus should also be removed. 
Under reasonable surgical circumstances 
leaving such a functionless uterus only pro- 
longs the period of potential pelvic pathology. 
The possible development of uterine malig- 
nancy remains as a threat. Estrogen treat- 
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ment of the castrated woman is complicated 
and confused by bleeding from the uterus. 


9. When the uterus has to be removed 
from a woman past 45 or 50 years of age, 
there are differences of opinion regarding 
removal of the ovaries as well. Many physi- 
cians subscribe to the belief that ovaries 
which appear perfectly normal and which 
seem to be functioning should be left undis- 
turbed at any age. On the other hand if the 
uterus is removed for any reason in a woman 
past her fiftieth year and the ovaries ap- 
pear abnormal in any way it seems justifi- 
able to remove them along with the tubes 
and uterus. 


10. Inthe presence of cancer of the ovary 
wide excision of ali malignant tissue, re- 
moval of the omentum, and regional lympha- 
denectomy should be carried out. One of the 
most disturbing situations for the surgeon 
occurs when he receives an unanticipated but 
confirmed postoperative pathology report of 
ovarian malignancy. If the patient is in her 
teens or early twenties, if the tumor was 
completely encapsulated, and if the other 
ovary appeared normal, periodic examina- 
tion at two to three month intervals seems 
indicated. On the other hand if there is reas- 
onable doubt about the tumor not being com- 
pletely confined, if she has had children, or 
if she is 30 or more years of age, certainly 
the safest procedure is for the surgeon to 
proceed immediately to remove the remain- 
ing tube, ovary and uterus. 


For the patient whose ovarian cancer has 
spread beyond the confines of the capsule 
and cannot be removed entirely, therapeutic 
measures are limited. X-ray therapy has 
proved to be of little value. The intraperito- 
neal application of radioactive gold tends to 
reduce ascites, but has very limited inhibit- 
ing effect on tumor growth. Quite recently, 
in cooperation with Dr. Jeane Bateman, we 
have been applying thio-TEPA, one of the 
nitrogen mustard group, directly into the 
inoperable areas of tumor growth, followed 
by the intravenous or intramuscular admin- 
istration of this agent. To date the results 
of thio-TEPA have been encouraging, but 
our observations of this drug for inoperable 
ovarian carcinoma are still of less than a 
year’s duration. 
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“Am 1 MY Brother's KEEPER’ 


It will come as no surprise to you, I am 
sure, that my subject tonight is murder. 

During the week I have dealt with the 
practical aspects of murder as it relates to 
us in our daily work. You have been shown 
how and why the proper investigation of 
certain deaths must depend on the coordinat- 
ed efforts of the police officer and the med- 
ical investigator. 

All practical work, however, has its philo- 
sophical counterpart of which the serious 
student and practitioner must be aware. 
The philosophy of murder is not generally 
taught to homicide investigators but I be- 
lieve that they must be acquainted with it 
and its role in this, the most fascinating of 
crimes. 

So, with an appropriate captive audience 
before me tonight, I will indulge in a brief 
discourse on the philosophical side of mur- 
der, its relationship to society, and to those 
of us who have chosen to inquire into this 
most ancient of recorded crimes. 

We must search no further than the Book 
of Genesis to find the earliest recorded mur- 
der. And it is in Genesis also that we find 
posed the question which perplexes society 
yet—‘“‘Am I my brother’s keeper?” 

Genesis provides us in addition with the 
first evidence of the mysticism with which 
society regards murder today—‘“And the 
Lord set a mark upon Cain.” 


The preoccupation of society with mur- 
der is evident everywhere about us. The 
newspapers drip with huge black headlines 
relating the most lurid details of a murder; 
the murder mysteries multiply daily in the 
racks of what once were drug-stores; the 
radio and television fill our homes with mur- 
der and misery throughout the day. 

Of the 200 requests our office receives 
each year to speak to various professional 

Adapted from the banquet address given before the 


members of the annual Southwestern Homicide Investiga- 
tors Seminar, Norman, Oklahoma, May 18, 1955 


340 


HAROLD L. BEDDOE, M.I 


THE AUTHOR 


Harold L. Beddoe, M.D. is Assistant Chi 
Medical Examiner of the Commonwealth « 
Virginia. Before going to Virginia four years 
ago, he served as police physician for the cit 
of Tulsa. He received his medical degree fro 
Tulane University of Louisiana. 


and other organizations, the topic most oft¢ 
requested is murder. 

There is a cryptic quality about murd 
that intrigues everyone. Clarence Darro\ 
once said, “Most men have not killed any- 
body, but they have read obituaries with 
pleasure.” 

Murder has been the subject of study by 
philosophers and poets, psychiatrists and 
theologians, sociologists and psychologists— 
all have found the cause and solution of mur- 
der in accordance with their own subjective 
beliefs. 

Psychiatrists tell us that the impulse to 
kill occurs in many forms and disguises. The 
dreams, fantasies and neurotic symptoms of 
their patients often reflect a suppressed de- 
sire to destroy. Most of these desires, how- 
ever, are harmless from the point of view 
of any danger of their execution. 

Just as the neurotic individual represses 
the unpleasant guilty feelings aroused by his 
infantile death wishes, so we find society re- 
pressing its own social responsibility to the 
victims of murder. The physical act of mur- 
der is dissected free from its psychological 
and sociological roots which have nurtured 
it to fruition, and it is displayed before the 
public eye as a reprehensible, amoral, sadis- 
tic or insane act. 

A great clamor is heard for the apprehen- 
sion and prosecution of the perpetrator. 
Money is no object in preparing the case for 
trial. (I venture to say that none of you 
have heard any public protest about the ex- 
pense to the people of any trial.) Then, after 
the festive trial by a jury of his peers, 
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“The hungry judges soon the sentence sign, 
And wretches hang that jurymen may dine.”’ 
Revulsion and revenge might well be given 
s the epitome of murder. 


The student of murder will, in time, come 
» inquire of himself, “What about this in- 
rest of society in murder? Is it a real con- 
‘rn born of true solicitude for the individual 
ictims of murder? Or is it a rationalization 
f society’s own morbid sense of guilt in al- 
wing such acts to occur?” 


If society is genuinely interested in cast- 
ig off this ancient curse of humanity it 
ould be reasonable to find that aggressive 
easures have been taken to that end. Let 
s; examine the facts. 

In 1953 there were approximately 1,750 
eaths in the United States due to acute 
oliomyelitis. In that year, and in many pre- 
eding years, you and I contributed to funds 
wr research designed to eliminate this killer 
f humanity. 


In that same year there were over 7,000 
ecorded murders and over 16,000 recorded 
uicides in the United States yet how much 
did you contribute to a fund designed to 
tudy murder, or suicide, or accidents? 
Where are the research organizations devot- 

ed to a study of the causes and cures of these 
acts which result in over 10 times the num- 
er of deaths due to infantile paralysis? 


What do you think would be the public 
reaction to the suggestion that an amount 
of money be given to the family of a murder 
victim equal to that spent on the trial of the 
murderer? 


Further evidence of this morbid interest 
of society in the act of murder and the mur- 
derer rather than in the victim is readily 
seen here in Oklahoma. What is the name of 
the bill in the Legislature which would cre- 
ate a medico-legal system for the investiga- 
tion of certain deaths within the State? The 
Nannie Doss Bill! Who remembers the 
name of the victim of Loeb and Leopold and 
many other murders where the case is re- 
ferred to by the name of the murderer and 
not the victim? 


The archaic office of coroner which origi- 
nated in England has been perpetuated in 
this country. The apathy of society for the 
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victims of murder is only too well demon- 
strated by society’s continued sanction of 
this office. If you should become ill tonight 
you would be treated, no doubt, with the 
latest of miracle drugs whose development 
entailed years of research and the expendi- 
ture of many thousands of dollars, your hos- 
pitalization insurance would entitle you to a 
room in the most modern of hospitals equip- 
ped with comforts and scientific facilities 
undreamed of 20 years ago, and your physi- 
cian would have had the best medical train- 
ing available in the world. 

But if you should be found dead in the 
street, or if you should be murdered, your 
death would be investigated under laws and 
procedures over five centuries old! And, 
just in case you had forgotten, there is no 
elected coroner, as such, in Oklahoma. The 
office was mentioned in the state Constitu- 
tion, but the first legislature forgot to allow 
for his election, term of office, pay and du- 
ties. As a consequence, the local justices of 
the peace have been charged with the duty 
of investigating suspicious deaths in Okla- 
homa. 

There is a bright side to this picture, how- 
ever which I am happy to point out. That 
ray of hope is furnished by the adoption in 
some states of a system creating a medico- 
legal officer whose function it is to provide 
a medical determination of the cause and 
manner of death in a great variety of cases, 
the vast majority of which are not associated 
with violence. 

Until society accepts its full responsibility 
to undertake an adequate study of all types 
of preventable deaths, I believe the medical 
examiner system to be the best practical 
method to protect the interests of both so- 
ciety and the decedent’s family. 

The State must provide a system for in- 
quiring into deaths of workmen to deter- 
mine, on purely medical grounds, whether 
the death arose out of and during the course 
of employment. A medica] determination of 
this question by a disinterested medico-legal 
officer would provide a more accurate so- 
lution of such deaths than the method gen- 
erally employed at present wherein the trend 
is to interpret the Workmen’s Compensation 
laws as insurers of the employee beyond all 
reason. 
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The same _ medico-legal investigation 
should be required in all deaths resulting 
from accidents. A medical determination of 
the cause and manner of death would pro- 
vide evidence for the proper settlement of 
claims in such deaths. The funds of the 
policyholders held in trust by the insurance 
companies would be protected against un- 
just awards. Likewise, those claims found 
valid by the medical evidence could be paid 
without costly court action. 


Menaces to the public health, as well as 
industrial occupational hazards can be quick- 
ly detected by a system which provides for 
investigation of sudden, unexpected or un- 
explained deaths where no criminal act is 
suspected. Deaths occurring where there 
has been no physician in attendance are also 
subject to investigation by the medical ex- 
aminer. 

Such a medico-legal officer would also in- 
vestigate all suicides and homicides. He 
would apply to the investigation all the latest 
medical and scientific techniques available 
to him in order to arrive at the cause and 
manner of death on medical grounds. 


One important and significant advantage 
in having such a trained medico-legal officer 
is that not only are the obvious accidents, 
suicides and murders investigated but, be- 
cause of the larger number of deaths he in- 
quires into, the chances are greater for dis- 
covering an unsuspected murder. 


We are often asked to compare the number 
of unsuspected murders occurring in a State 
without a medical examiner system with the 
number of such murders in a State having 
such a system. 


I know of no accurate or reliable method 





to determine how many unsuspected mur 
ders occur in other States. There are to 
many variable factors involved to allow fo 
anything but pure speculation. 

But I can say this—in Virginia, with 
State-wide medical examiner system, wit 
257 medical examiners inquiring into one ou 
of every five deaths that occur, with traine: 
pathologists doing careful medico-legal au- 
topsies, with skilled toxicologists to stud 
the organs for poisons, we discover two or 
three previously unsuspected murders eac 
year. 

I believe it is not unreasonable to assume, 
then, that in States where such a system is 
not in effect that there must be a good many 
more such murders. 

A fair summary of my remarks this eve- 
ning might be put this way. Society is failing 
in its obligation to the victims of murder and 
other preventable deaths. Until this obliga- 
tion is assumed, however, there is something 
that can be done. A system of medico-legal 
inquiry into certain deaths can be estab- 
lished in a State that, when properly ad- 
ministered, will cost about four or five cents 
per capita population. 


The concept of this system is foreign to 
the ancient coroner whose jurisdiction was 
based on the probability or possibility of foul 
play. 


The medical examiner system will reach 
its full maturity in society when this concept 
of its primary function is realized—that a 
thorough investigation of the cause and man- 
ner of death is, within the limitations of our 
present scientific knowledge, the right of 
every decedent, the necessity of the public 
and the duty of the State. 


DeBakey To Give Lecture 


Michael E. DeBakey, M.D., Chairman of the 
Department of Surgery at the Baylor Uni- 
versity College of Medicine, will present the 
first annual Alpha Omega Alpha Fall Lec- 
tureship at 8:00 p.m., November 4, 1955, at 
the Medical School Auditorium in Oklahoma 
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City. His subject will be “Dissecting 
Aneurysms of the Aorta,” and he will also 
show a color movie. All members of the State 
Medical Association are invited to attend, 
according to Floyd L. Miller, M.D., President 
of the Oklahoma Chapter. 
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"he Past, Present and 


FUTURE of GENERAL PRACTICE 


Doctors of medicine are members of a 
stinguished segment of the world’s people. 
ut of some 160,000 physicians practicing 
ivate medicine in the United States today, 
er 100,000 are family doctors. The gen- 
al practitioner of medicine constitutes less 
an one tenth of one per cent of the nation’s 
ypulation. No other profession in the 99.9 
r cent of the remaining population re- 
lires as long nor as intensive an education 

does the practice of medicine. Likewise 
o other profession assumes as high a moral 
ligation and responsibility towards its 
‘low men as does the medical profession. 


Obtaining this distinction requires the ex- 
enditure of a great amount of time, money, 
nd effort. Once achieved, because of the 
rice paid, many individuals who have had 
the good fortune to experience this lot in 
ife, succumb to the malignancy of com- 
lacency about their obligation to society at 
arge, to themselves, and to the fellow mem- 
ers of their profession. Physicians, prob- 
ably because they are fundamentally indi- 
idualistic by nature, tend to sink into their 
ywn limited work-a-day world, surrounded 
yy an aura, which in their own minds, sets 
them aloof from their community and they 
come a law unto themselves. 


Such an attitude on the part of the aver- 
age doctor to remain aloof frou civic re- 
sponsibility, along with three other factors, 
first the oft-denied but definitely present 
social revolution that has taken place in the 
last 25 years of the world’s history, secondly 
the very rapid increase in scientific knowl- 
edge producing specialization in all fields of 
human endeavor, and thirdly, two World 
Wars occurring in a quarter of a century, 
have presented the medical profession in 
America with some very perplexing, confus- 
ing, and to a large extent unsolved problems. 
| propose to discuss some of these problems. 
They are not necessarily scientific ones but 
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might be classified as medico-economic ones, 
inasmuch as they all pertain to the present 
social and economic status of the doctor in 
the highly complex, difficult manner of liv- 
ing that we call western civilization. 


Because of the fact that the problems of 
the family doctor are among the most im- 
portant and pressing, I shall concentrate on 
those first and discuss later, questions in- 
volving the entire medical profession. 

What are these problems? 

I. The present status and future of the 
general physician in the complex matrix of 
American Medicine. 

a. His Education 

b. His Hospital Problems 

c. His Recent Adverse Publicity 

d. His Future 


Il. Those problems affecting all physi- 


cians, including, 


a. The Veterans Administration Pro- 


gram. 
b. The Bricker Amendment, and its im- 
plications. 
c. The practice of medicine by corpora- 
tions. 


d. Voluntary health insurance plans. 


First, the general practitioner and his 
problems. We might ask ourselves the ques- 
tion: Is the general practitioner a dying 
member of the medical team? Will his work 
in the future be performed by teams of 
specialists as is now done under the health 
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insurance plan of New York City, Kaiser 
Permanente in California, or the Henry Ford 
Hospital in Detroit? Will the family doctor 
gradually fade away from the medical scene 
as we now know him, or is he on the ascend- 
ancy and is he regaining his place of former 
respect and esteem? I believe that evidence in 
favor of the latter is unmistakable. Through 
the American Academy of General Practice, 
the organization responsible for supporting 
the resurgency of the general practitioner, 
the family physician is not only regaining 
his previous position but surpassing it. May 
I present to you some facts. 

A. What about the education of the fam- 
ily doctor? 

The organization of the Academy in 1947 
was unquestionably the inevitable result of 
the clash of two forces being exerted in op- 
posite directions on the medical scene. They 
were: 

1. The increasing demand by the public 
for a greater number of well-trained family 
physicians. 

2. The inability of the medical profession 
to satisfy that demand because of lack of hos- 
pital facilities for many general practition- 
ers, and the fact that medical school teach- 
ing was departmentalized to such an extent 
that undergraduate teaching was psycho- 
logically tuned to specialization. 

In order to obtain factual information, two 
study groups were set up by the Academy 
after its organization. They were: 

1. The Commission on Education. 

2. The Commission on Hospitals. 


After a prolonged study the Commission 
on Education reported the following: 

1. There was little or no emphasis on 
preparation for the practice of general med- 
icine in medical schools. 

2. There was little emphasis on continua- 
tion courses of study for family doctors. 

3. There was little interest on an under- 
graduate level in choosing general practice 
as a career. Only two out of 10 seniors out 
of a large survey were planning to enter gen- 
eral practice in 1948, the remainder going 
into specialties. 

What has happened in the field of under- 
graduate and postgraduate education in sev- 
en years has changed and is currently chang- 
ing the picture remarkably. 
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What is most important, the attitude o 
students is changing. Along with two othe 
members of the American Academy of Ge: 
eral Practice, I participated in a one hou 
panel discussion on general practice befor 
the Student American Medical Associatio 
convention in Chicago in 1953. When w 
were through we were deluged with que 
tions, such as how to choose a location, ho 
to get on a hospital staff, how did we x 
along with specialists, did doctors really 
make night calls, does our malpractice insur - 
ance cost more than that of the specialis' 
because your standards of practice are w 
questionably lower than that of the specia'- 
ist, etc. Their eagerness and genuine desire 
to learn more about general practice was 
characteristic of a new intense interest in 
general medicine among medical student 
Ninety per cent of the seniors at Michigan 
University recently stated that they were 
seriously considering general practice as a 
life work. Six of 10 medical] students 
throughout the country in a large survey 
made recently have signified their intention 
of entering general practice. 


Such a resurgence of interest in general 
practice among medical students has thrown 
a tremendous responsibility on medical 
schools and educators. In many medica] 
schools there is no adequate preparation for 
general practice, but the curricula is being 
currently altered to fit the need. For in- 
stance, 


A. Bowman Gray School of Medicine of 
Duke University, Washington University, 
and Western Reserve University are chang- 
ing the theory of their training with the 
thought in mind of implementing the under- 
graduate medical student to think about the 
economic, sociological, psychological, and 
environmental factors that determine wheth- 
er or not medical care is qualitatively and 
quantitatively adequate. 


B. Cornell and Pennsylvania have a new 
type of continuation clinic, in which the 
student follows the individual] patient in his 
progress from clinic to clinic rather than 
working all day in one certain clinic on a 
certain specialty. 


C. The University of Tennessee School 
of Medicine has a so-called “family doctor 
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inic”’, in which the teaching is done by gen- 
eral practitioners. 

D. Boston University includes a year of 
imily study and one month of home calls in 
s senior year. 
E. Pennsylvania assigns each freshman 
edical student to a family when he ma- 
iculates. If he is fortunate enough to re- 
ain during the next four years he follows 
ie family as medical advisor until he grad- 
ites. 

F. Twenty-one medical schools are now 

sing the so-called preceptor plan of train- 

g by which each senior student is assigned 

a general practitioner in the field for a 

ecified time during which he lives and 

orks with his preceptor in daily practice. 

G. Fifty-four of 79 medical schools have 

mbodied in their curricula, courses in in- 
tegrated medicine, meaning the diagnosis 

nd treatment of a patient who is ill rather 
1an the diagnosis and treatment of isolated 
seases in organs, tissues or cells. One 

f the most enlightening and _ hearten- 

i attitudes on the subject of integrated 

1edicine to be found in the literature is seen 

1 the November, 1953, volume of the Med- 

«al Clinics of North America, in an article 
eutitled “The Physician, The Patient and 
Disease” by Doctor Isadore S. Ravdin, Bar- 
ton, Professor of Surgery at the University 
of Pennsylvania College of Medicine. I quote, 
“The apathy of some clinicians disturbs me. 
There has been an extraordinary lag in the 
adoption of the concept of the complete care 
of the patient. 

“When the age of specialization came it 
deprived the medical student of his view of 
the patient as a whole, and of medicine as a 
single discipline. He spent the first two 
vears learning basic sciences in his labora- 
tory where the patient was hardly more than 
a remote goal. When in his clinical years the 
patient finally came into view he was dis- 
membered by the specialist into separate 
diseases for treatment in the hospital. The 
patient’s continuing problems, whether or- 
ganic or psychosomatic, and his continuing 
care over a period of months or years were 
hardly apparent to the medical student see- 
ing him for a brief moment in a specialty 
ward or clinic. The patient had become a 
case as lifeless as the file that held his 
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record.” Doctor Ravdin continues, “For the 
past few years Deans and Faculties of sev- 
eral Universities have been trying to put the 
patient back together again, and it is hoped 
that this movement will be successful.” 

This attitude coming from an old tradi- 
tion-bound medical school such as Pennsyl- 
vania is indeed heartening. 


B. Now what of postgraduate medical 
education? 

Because of the fact that 50 hours of study 
annually is a requirement for continued 
membership in the American Academy of 
General Practice, since 1947 postgraduate 
medical education has been riding the crest 
of a period of enthusiasm never before seen 
in this or any other country. During 1953, 
66,000 physicians attended approximately 1,- 
600 formal] postgraduate courses offered 
throughout the United States. This is an 
increase of 20,000 doctors or 43 per cent 
over those who attended them in 1952. These 
figures are obtained from the Council on 
Medical Education and Hospitals of the 
American Medical Association. 

It is the philosophy of the Academy that 
every general practitioner in the United 
States should be able to spend one hour per 
week in some type of postgraduate study, in 
the same spirit of financial sacrifice neces- 
sary if he were to attend a football game or 
go fishing or hunting. Physicians who prac- 
tice in groups or who live near medical cen- 
ters have no difficulty in satisfying this re- 
quirement. For the remote general prac- 
titioner in rural counties the problem is dif- 
ferent, and many innovations in teaching 
aids have been devised for him. 

First, in some states, traveling teams of 
four to six doctors stage one or two day 
clinics in various sections of the state. Mich- 
igan, Illinois, and Wisconsin are leaders in 
this type of education. Second, in Kentucky 
and Indiana over a state-wide telephone 
hookup a one to two hour medical program 
has been carried by private wire to county 
societies in outlying areas who listen in by 
the aid of amplifiers. As many as 400 doc- 
tors have been reached in one night at a 
cost of $2 per doctor. Third, the Ohio Acad- 
emy of General Practice has a large library 
of medical lectures on phonograph records 
which are rented to groups in remote areas. 
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Fourth, a company in California is currently 
detailing a tape recorder and synchronized 
film projector and then renting out weekly 
tape recordings on timely medical subjects 
for a nominal sum to groups or individuals. 

This cursory review would indicate that at 
the present time far greater emphasis is be- 
ing placed on the general practitioner than 
ever before in educational circles. 

Now with nearly 20,000 general practi- 
tioners fulfilling their annual postgraduate 
study requirements, and with increasing 
numbers of young, well trained graduates 
electing the field of general practice due 
probably to renewed emphasis on general 
practice in medical schools, and with hun- 
dreds of rural areas realizing the inestimable 
value of the family doctor in community life 
and providing modern facilities for the prac- 
tice of medicine to attract and hold the young 
physician, the conclusion can only be drawn 
that the practice of modern general medicine 
is on the ascendency and is rapidly regain- 
ing the lost prestige of the 1930’s and early 
40’s. 

Let us now turn to the question of the gen- 
eral practitioner in his relationship to the 
modern hospital. We can provide the public 
with more adequately trained family doctors 
and give them educational opportunities that 
are unlimited but this does not solve the 
greatest problem that faced the general prac- 
titioner in 1947 when the Academy was or- 
ganized and which remains the greatest 
problem, that of his relationship to and priv- 
ileges in hospitals. 

That group of general practitioners that 
studied the hospital problem in 1947 found 
the status of the family doctor in the ma- 
jority of hospitals to be rapidly deteriorat- 
ing. Many hospitals were denying privileges 
to him. Many new hospitals were being built 
and staff organizations were such that all 
doctors except those with Board certifica- 
tion were being excluded. If the general 
practitioner was to be given less and less 
responsibility as on the hospital staff, and 
have fewer and fewer privileges in his work- 
shop his demise seemed certain. Such a situ- 
ation, that of a threatened exclusion of the 
general practitioner from adequate hospital 
facilities, was the greatest threat to the then 
new American Academy of General Practice 
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and still is a very potent one. However, man) 
strides have been made and steps taken t 
correct this situation. 

When the Commission on Hospitals, afte 
its organization in 1947, had accumulate 
enough workable data, giving a panorami 
picture of the problem throughout the cou: 
try they published the first edition of a book 
let called the “Manual of General Practic 
Departments in Hospitals.” 

As you doubtless know, this manual dis 
cussed the paradox of the crying need fi 
more family doctors, and the ever increasin 
restrictions that were being placed on th 
privileges of general practitioners in hos 
pitals throughout the country. The manua! 
set up a blueprint for integrating the gener: 
practitioner into the hospital staff throug 
the organization of “Departments of Ger 
eral Practice”, which would in effect, alloy 
the family doctor to properly care for the 
diagnostic and therapeutic needs of his pa- 
tients. 

At first the reception of such an innova- 
tion in staff organization was cool, however 
it was finally accepted and in 1952 when the 
Joint Commission on Accreditation assumed 
the responsibility for standards of medica! 
care in hospitals based on the work pioneered 
by the American College of Surgeons, a sec- 
tion was added conforming to the principles 
of the Academy’s Manual for the integration 
of general practice departments in hospitals. 
This was a great victory and long sought-for 
goal and its acceptance has resulted in the 
formation of general practice departments in 
nearly 50 per cent of the 4,700 odd genera! 
hospitals in the United States. 

It is axiomatic that the standards of med- 
ical care in such communities served by these 
hospitals will be elevated because good med- 
ical care in any community cannot be pro- 
vided without the physician having access 
to hospital facilities which are adequate. 

Since hospital administrators and the med- 
ical profession now have a clear cut state- 
ment from the Joint Commission as to the 
organization and operation of the genera! 
practice department, there should be no ques- 
tion about accreditation as far as staff or 
ganization is concerned if privileges are 
granted to general practitioners under the 
principles outlined in the manual of the 
Academy. 
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The Joint Commission on Accreditation, 
‘o most of us, is cloaked in mystery and se- 
recy. It should not be. Its activities should 
e more widely publicized. It was organized 
n 1952 and it is composed of six members 
rom the American Hospital Association, six 
rom the American Medical Association two 
f which are general practitioners and mem- 
ers of the Academy, three from the Ameri- 
in College of Surgeons, three from the 
imerican College of Physicians, one from 
he Canadian Medical Association, and one 
rom the Canadian Hospital Association. The 
ntire program is voluntary and not a police 
ystem. The sole purpose is to raise the 
uality of medical care delivered by Ameri- 
an hospitals to the public. It has not been 
niversally accepted. The State of Florida 
oes not recognize it at all. The Commis- 
ion has set up minimum standards for ac- 
rediting and these are principles not laws. 
‘he leading principles are that the staff shall 
e self-governed, self-educating, and self- 
nalytical. It must define, control and be re- 
ponsible for the medical activities of the 
\ospital. 


A point system has been set up, each func- 
ional department in the hospital being 
riven a percentage rating, 100 being perfect. 
Seventy-five is necessary for complete and 
ull accreditation, 60 to 75 means provisional 
iccreditation, and less means failure of ac- 
creditation. There are eight common causes 
for failure to receive accreditation: 

1. Fire hazards. 

2. Fee splitting and unethical staff prac- 
tices. 

Evidence that non-medical practition- 
ers are using the hospital. 


we) 


4. Excessive removal of normal tissue 
and unnecessary surgery. 

5. Lack of supervision of the clinical 
work done in a hospital. 

6. Lack of a thorough review on a month- 

ly basis of the clinical work done in 

the hospitals. 

Lack of clinically recorded essential 

entries on the records to justify cer- 

tain procedures being done. 

8. High and unexplained morbidity and 
mortality rates, and a high Cesarean 
section rate. 


~] 
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Such causes for failure of accreditation il- 
lustrate the emphasis placed on the care of 
the patient by the Commission. 

May I repeat and emphasize that the Joint 
Commission has approved the formation and 
function of a Department of General Prac- 
tice into the hospital staff organization as 
recommended by the manual of the Academy 
of General Practice, and those recommenda- 
tions include the stipulation that the mem- 
bers of the General Practice Department 
shall have the privileges of the clinical serv- 
ices of the other departments according to 
their demonstrated ability, skill, and judg- 
ment. No more clear-cut statement could be 
made. 

Just because a man secures a license to 
practice medicine does not mean that he is 
competent in all fields of medical endeavor. 
The greatest problem in regard to extending 
privileges to general practitioners has been 
the demand by many of them for major sur- 
gical privileges. This problem can be solved. 
After a Department of General Practice has 
been formed in a hospital almost invari- 
ably the staff has granted such privileges to 
those found competent. Lack of a specialty 
certification does not mean that a man is 
not capable of performing many procedures 
falling under a specialist’s classification. 

One thing is certain, “with privilege comes 
responsibility”. The future of the Family 
Doctor and the Academy rests not only on 
the ability of each general practitioner to 
stand for high quality and high standards 
of medical care, but to show and demonstrate 
to the public, the press, medica] schools, hos- 
pital administrators, trustees, and our col- 
leagues that he does stand for such high 
quality and standards. 

The greatest progress will be made if no 
attempts are ever furthered to obtain for 
any physician, by pressure, friendship, or 
otherwise, hospital privileges that are not 
commensurate with his ability. 

It is to be expected that many problems 
will arise in the process of improving med- 
ical care and in raising hospital standards. 
Also in the metamorphosis of hospital staff 
organization it is to be anticipated that some 
hospitals will be completely staffed with 
specialists, and some with only general! prac- 
titioners on the staff, both completely inad- 
adequate to meet the needs of the patient. 
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The completely adequate well-rounded hos- 
pital staff such as is provided for in the 
manual of the Academy incorporates both 
specialists and general practitioners. It is 
endorsed by the A.M.A., the Joint Commis- 
sion, and the American College of Physicians 
and looks to be the logical answer not only 
to the problem of the general practitioner 
for hospital privilieges, but also to the need 
for better medical care. 

Has the American Academy of General 
Practice in its seven short years of existence 
solved all of the problems of the family doc- 
tor? Certainly not. The present status of 
the family doctor can be compared to the 
problems of the present Republican Admin- 
istration after a short time in office. When 
Congress adjourned in August, 1953, after 
its first session under Eisenhower, a report- 
er asked him how he felt about the work 
done. President Eisenhower replied: “I 
know of no official in the Administration so 
foolish as to believe that we who in January 
came to Washington have seen and con- 
quered all the problems of the Nation. The 
future, both immediate and distant remains 
full of trials and hazards. The end of our 
staggering economic burden is not yet in 
sight. The end of the peril to peace is not 
nearly in view.” 

Applying these beautifully spoken words 
to general practice, certainly no officer of the 
American Academy of General Practice is 
foolish enough to believe that all the prob- 
lems facing that branch of medicine have 
been conquered. However, by its own boot 
straps general practice is lifting itself up 
and back into its proper place in the medical 
economy. The famiiy physician fills a need 
that only he is able to fill, and at all costs 
this need must be satisfied. 

There is no other answer to the riddle of 
the future of general practice than to say 
that there have been unmistakable signs of 
a renaissance since the American Academy 
of General Practice appeared on the medical 
scene seven years ago. Renewed interest in 
general practice on an undergraduate level, 
the trend in post-graduate medical educa- 
tion to concentrate on the needs of the family 
physician, the fight for hospital privileges 
for qualified general practitioners, and the 
growing awareness shown by the consuming 
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medical public of the need for the persona! 
physician in community life all point towards 
smoother highways for the general practi 
tioner in the years ahead. 

In summarizing the first portion of thess 
remarks, may I state that the America) 
Academy of General Practice cannot alon: 
be expected to attract, educate, and distribut: 
young doctors of medicine in the field o 
general practice, nor can it alone provide fa 
cilities for continuing education or procur 
hospital staff appointments with individual] 
ly appraised privileges for these young doc 
tors. Such problems can only be solved by 
the entire medical profession working to 
gether. It is, however, encouraging an 
heartening to watch the ever widening vista 
of the programs of State Medical Societies 
medical schools and the American Medica 
Association, all focused on the fulfillment 
of these vital ends. 


Now, in the short time remaining let me 
rapidly cover three or four other pressing 
problems facing medicine today. The first of 
these problems is that of the medical care 
currently being given by the Veterans Ad- 
ministration. By means of an expanding 
system of free medical care for illness of any 
kind to veterans and their dependents, the 
tentacles of Socialized Medicine are slowly 
but inexorably encircling a people who do 
not want it. Forty per cent of our male pop- 
ulation have already served in the Armed 
Forces, and thus become eligible to utilize 
the 120,000 beds in 169 hospitals built for 
veterans in this country. The Veterans Ad- 
ministration is currently treating 100,000 
bed patients and countless out-patients per 
day, and of those the illnesses of 85 per cent 
have no connection whatsoever with military 
service. 

As the present generation of veterans 
grows older, geriatic and domiciliary care 
will require more and more beds. The nat- 
ural sympathy of a grateful people following 
World War II was responsible for the en- 
thusiasm of this free medical care stampede, 
but it is now being nurtured by political lob- 
bies who neither represent nor control the 
veteran’s vote. These same groups are con- 
tinuing to lobby for increased medical bene- 
fits for wives and children of veterans. 
Certainly, we of the medical profession 
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1ave and always will endorse the principle 
f unlimited care for service connected ill- 
ess and disabilities, as we endorse Federal 
are of neuropsychiatric and tuberculosis pa- 
ients who are unable to pay. But, in the 
ame of heaven why should we provide a 
fetime of free medical service for illness of 
if any kind just because a citizen has spent 
ome time in a military training camp? 
Certainly, the time has come when we must 
ave a clear-cut definition of our country’s 
bligations to its veterans of the future. The 
\merican Medical Association is currently 
oing its best to educate and alert the mem- 
ers of the medical profession to an immedi- 
te need for the revision of the present pol- 
‘vy of the Veterans Administration. If the 
resent policy is not revised then surely Gov- 
rnmental control of medicine through the 
prawling Veterans Administration system 
an only be a matter of time. 
The philosophy of the Bricker Amendment 
ind its implication upon the medical pro- 
ession should certainly occupy some of our 
onsideration these days. As you know, early 
n 1953 Senator Bricker of Ohio along with 
63 other Congressional Co-Sponsors recom- 
mended by resolution the adoption of an 
‘mendment to our Constitution, which would 
limit the treaty making authority of the Ex- 
ecutive Branch of the Federal Government 
and thus protect the lives and interests of 
our citizens and states. Treaties now made 
by our Executive Branch can become the 
supreme law of the land, if ratified by two- 
thirds of the Senate present and voting. 


American medicine is vitally interested 
because of the existing United States “‘friend- 
ship treaties”, and because of the covenant 
and contracts of the International Labor Or- 
ganization sponsored by the United Nations, 
which if properly ratified could change our 
domestic laws. One of these so-called friend- 
ship treaties, called for and has resulted in 
an exchange of professional men between the 
United States and other participating for- 
eign countries, regardless of the scientific 
standards of those countries or of the pro- 
fessional men. Had this treaty been ratified 
as originally written it would have overrid- 
den the requirements of many of our State 
licensing boards. In addition, the Interna- 
tional Labor Organization adopted a cove- 
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nant in 1952 known as “Minimum Standards 
of Social Security’, packed with socialistic 
medical proposals, which if ratified by our 
Congress, would definitely and unquestion- 
ably establish Governmental! control in medi- 
cine. 

It might be well to point out here that in 
1950 and ’51 2,072 graduates of foreign med- 
ical schools were interning in approved hos- 
pitals in the United States. In 1951-52 the 
figure grew to 3,349; in 1952-53 it was 4,- 
388 and in 1953-54 it was 5,589. Ninety per 
cent of these foreign graduates are non-Eng- 
lish speaking. At the present time 64 per 
cent of the interns in approved hospitals in 
the state of New Jersey fall into this cate- 
gory. Only one of five of these foreigners 
from schools which, in many instances, are 
not approved by the Council on Medical Edu- 
cation and Hospitals passed the National 
Board of Medical Examiners examination 
after three to five years in our hospitals. 

In many instances, these men are return- 
ing to their countries after having spent in- 
ternships and residencies in this country 
and have immediately applied for re-entry 
into this country under the immigration 
quota. Many of them are gaining admission 
and setting up practice. This procedure, if 
allowed to continue and grow as statistically 
it appears to be doing, can only result in low- 
ering the standards of medical care. 

The Bricker Amendment was defeated, 
but the basic issue is not dead. As doctors, 
because of the dangers not only to our pro- 
fession but to the welfare of our country in 
general, we must support other proposals 
made which will surely evolve in the future, 
that will effectively plug what appears to be 
a loophole in our Constitution. 

Thirdly, let us consider the panel system 
of the practice of medicine. | refer here to 
such groups as the Health Insurance Plan 
of New York, Kaiser-Permanente, Henry 
Ford Hospital in Detroit, et cetera. Involved 
in such corporation practice are the prin- 
ciples of lack of freedom of choice of physi- 
cian, the question of how efficient such panel 
practice is, control of medicine by non-pro- 
fessional personnel, et cetera. Such systems 
as these as is true with the Veterans Admin- 
istration could be moved into Washington 
overnight and controlled by a national med- 
ical czar. 
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Whether such systems are here to stay and 
whether they will increase is unknown. I 
sincerely hope not. Three million people are 
currently covered under such systems. 
Health Insurance Plan of New York has 
moved 400,000 patients into 30 medical 
groups, served by 950 doctors. 

Labor Unions have plans which are just 
as ambitious as the above named corpora- 
tion. The San Francisco Labor Council, not 
a single union but 141 local American Fed- 
eration of Labor unions with 187,000 mem- 
bers, and 300,000 dependents has recently 
approved a program which may have far- 
reaching effects on medical practice in cities 
the country over. The program would in- 
volve the construction of Labor Health Cen- 
ters to cost up to $400,000 each, to provide 
comprehensive medical care of all types in- 
cluding home, office, and hospital, and all 
preventive services to all members and de- 
pendents, comprising over 50 per cent of the 
entire population of the City of San Fran- 
cisco. The entire pineapple industry of the 
Territory of Hawaii has recently been organ- 
ized into a group based on the health insur- 
ance plan of New York. In fact, the Medical 
Director of the Health Insurance Plan of 
New York was loaned to the group in Ha- 
waii, in order that he might advise them on 
the mechanics of organization. The City of 
Milwaukee has recently begun a plan with 
one of its sponsors being Arthur Altmeyer, 
one of the old Social Security Crowd under 
Oscar Ewing of the Truman Administration 
days. Many other such plans are apparently 
underway throughout the entire country. 


Every doctor in the United States must be 
alerted to the terrific impact on private prac- 
tice and freedom of choice of physician that 
these plans entail, yes, even the threat of the 
complete extinction of the private practice 
of medicine as we now know it. If these 
plans are sound, they are bound to expand. 
If not, they will fall under the impact of 
their own mistakes. This problem over the 
next few years should bear the closest obser- 
vation by all organized medical groups and 
every individual physician in this country. 


The fourth and last problem is that associ- 
ated with voluntary prepaid medical care 
plans. In this complex field of medical eco- 
nomics, the public and the medical profession 
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are moving rapidly toward a crisis. More 
members of voluntary health plans are be 
ing hospitalized daily. In 1941 one in 10 wa: 
hospitalized, in 1953 one in seven. 91,000,00/ 
people in this country now carry hospitaliza 
tion insurance. 73,000,000 carry surgical in 
surance, 45,000,000 are insured in Blue Cros 
alone, 36,000,000 carry medical care insur 
ance, 25,000,000 have Blue Shield coverags 

All of this tremendous coverage has bee 

achieved since 1940. Blue Cross enrollme: 

is increasing at a rate of 5,000,000 per yea) 

and commercial carriers are exceeding eve 

that rate. The acceptance of the voluntar 

principle as applied to sickness insurance ha 

been the most rapid and complete in the his 
tory of the institution of insurance in Ame) 

ica. 

However, those hospitalized under suc!) 
plans are now being given more service and 
hospital costs are rising at the rate of on 
per cent per month. All this adds up to a 
growing utilization of health plans up to th 
limit of coverage by the patient, as well as 
improper and unnecessary utilization by the 
physician. On a single day in one well-known 
185 bed hospital a study was made. Here is 
what was found. Twenty-five patients who 
were in the hospital and who had been there 
for more than two weeks were studied. Of 
those, 19 were covered under Blue Cross. Of 
those 19, 16 were ambulatory and could have 
been sent home. Five were in casts and were 
waiting for x-rays or cast changes to be done 
10 days later. Three were diabetics well con- 
trolled. One was an 80 year old man who had 
been put in the hospital so his family could 
celebrate Christmas without him. Ten had 
orders that would allow them weekend leaves 
from the hospital. On the day that the Trus- 
tees made the results of the study known to 
the Staff, 15 patients were discharged out of 
the 25 under study. 

These practices are not confined alone to 
that hospital. Similar studies show that they 
exist all over the country. It is a basic eco- 
nomic fact that the greater the utilization 
the greater the cost of premiums in any in- 
surance plan. How far then can we go? 

Therefore, the greater the abuse, the 
higher the premium, resulting in an endless 
process, which like previous problems dis- 
cussed, can result only in Government con- 
trol of medical care if such abuse is not 
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ibolished. When the consuming public 
throws up its hands and says that it can no 
longer afford medical care under a voluntary 
system of health insurance, at that very mo- 
nent the Federal Government will step in. 

Doctors alone are not responsible for cre- 

iting such a situation. Many factors are con- 
ributing to the abuse. The important point 
s that doctors alone can save it. By edu- 
‘ating our colleagues to the grave danger, 
yy working through County and State Soci- 
ties, and hospital staffs, we can police our 
ywn ranks and get back to a sane, judicious 
ise Of voluntary health insurance. The in- 
titution of voluntary prepaid health plans 
infettered by governent interference is the 
nost potent road block in the pathway of So- 
‘ialized Medicine. Let us preserve it at all 
osts. 

Time is running out. I have not had time 
o discuss the problem of Osteopathy and 
Chiropractic, the over-all problem of medi- 
‘al education, Eisenhower’s Health and Wel- 
fare Program, public relations in modern 
medicine, the lack of equitable physician dis- 
tribution in this country, the problem of the 
care of the low income patient, the shortage 
of nurses, the financial problems of medical 
schools, et cetera. These are present and 
deserve our sound thinking and positive ac- 
tion. 

It has not been my intention to present to 
vou a dismal picture of the general practice 
of medicine in 1954. We may liken the prac- 
tice of medicine to government under a de- 
mocracy. As bad as a democracy can get at 
certain times, it is far better than any other 
form of government that has been devised 
to date. Likewise as pessimistic as we are 


about the present status and future of Amer- 
ican medicine, it is by far the best system in 
the world, but here is the important thing— 
we can make it better. The challenge is pres- 
ent. No one of us can meet it alone, but our 
individual responsibility is crystal clear. 
Any doctor who fails in these trying times to 
participate in and foster medical activities 
on the level of his County Society or his con- 
stituent chapter of the American Academy 
of General Practice is derelict in his duties 
to himself and to his chosen profession. But 
in that participation each must bear a part 
of the burden of the responsibility. The 
pleasure derived from serving the medical 
profession by contributing to the high pur- 
poses of our calling far out-weighs the price 
paid in time, money, and effort. Through 
such service, problems can and will be solved. 


I should like to thank each of you for the 
warm cordiality of your welcome to me to- 
day. It is deeply appreciated. In closing may 
I turn from the socio-economic aspect of 
medicine to the philosophical side, and leave 
with you a few words of inspiration from 
the pen of Scarlet as he wrote of the great 
Sir William Osler. He said, “As men of 
medicine, we must have respect for man, per- 
sonal integrity, the virtue of work, the dig- 
nity of our profession, deep interest in the 
craft as a high adventure and an imaginative 
art, all crowded by Osler’s more intimate 
prescribed qualities, the art of detachment, 
the virtue of method, the quality of thorough- 
ness, and the grace of humility. These are 
the things which have given our calling its 
strength, and which have made it one of the 
activities of the human spirit which has 
brought man out of the original darkness.” 


For Patients Only! 


An attractive new leaflet earmarked “for 
patients only” has been distributed to mem- 
berts of the AMA. Entitled “To All My Pa- 
tients,” this 12-page pamphlet (for physi- 
cians to distribute to their patients) ex- 
plains the roles of various persons on the 
medical team in providing good medical 
care. In addition, the booklet briefly dis- 
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cusses medical and hospital fees and health 
insurance. Designed primarily to promote 
better doctor-patient relationships, the book- 
let also provides space for the doctor’s name, 
address and office hours to be inserted at 
the end. Quantities will be available on re- 
quest from the AMA Public Relations De- 
partment. 
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PRESIDENT’S LETTER 





It was again your president’s rare privilege to participate in a program honoring a 
physician who had served well his community for 51 years and who, according to the 
younger physicians, is “Ship Captain” still, healthwise, for not only the local area but for 


much of the surrounding country. 


At Broken Arrow on September 21, it was an occasion sponsored by the Chamber of 
Commerce and participated in by laborers, merchants, lawyers, bankers, nurses, doctors 
and other vocations giving recognition to and showing reverential respect to Dr. Onis 
Franklin. This was an event in which the man, a public servant for 51 years was not 
without honor in his own home town. Such honors few people receive either at home or 


abroad. 


On seeing Doctor Franklin, one would not surmise that he has been here much more 
than 51 years. On talking with him and trying to elicit some of the outstanding services 
rendered and contributions made to his community, one would have to conclude that he 
has been just the average community doctor. This is not so when the conversation comes 
from his Chamber of Commerce associates, his patients and his professional confreres. 
From these people, the services rendered, the contributions made and the deeds done sound 
contributions made and the deeds done sound like the truly American pioneer who has 


grown with progress. 


This is an inadequate attempt to portray a word picture of a real servant of the people 
and a people who recognize and attempt to show appreciation of and pay tribute to a man 


they love, their family physician, Doctor Franklin. 





President 
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PRO-BANTHINE* 


FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacolegic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use? 
in the treatment of peptic ulcer, functional diar- 


rheas, regional enteritis and ulccrative colitis, It 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? 
orally was an “inhibitor of spontaneous and his- 


found that Pro-Banthine 
tamine-stimulated gastric secretion” which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .”’ 

Therapy with Pro-Banthine is remarkably fre: 
from reactions associated with parasympathetic 
inhibition, Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal's? series “Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible, 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 





1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953 
2. Reback, R. A., Beal, J. M 
(Sept.) 1953. 
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WILLIAM A. SANDERS, M.D. 
1886-1955 

William A. Sanders, M.D., Oklahoma physi 
cian for 40 years, died August 30 at his hom« 
in Antlers after a year’s illness. 

Doctor Sanders was born May 4, 1886, a 
Hampton, Ark. He was a member of the Firs 
Baptist Church. 

O. E. TEMPLIN, M.D. 
1879-1955 

O. E. Templin, M.D., pioneer Oklahom: 
physician, died August 16 in a Tulsa con 
valescent home following an 18 month illness 

Doctor Templin was born in Charitor 
County, Iowa, and came to Oklahoma in 1900 
He graduated from Vanderbilt Universit, 
Medical School in 1904 and opened his first 
office in Okeene. He served in the Army 
Medical Corps during World War I. He prac 
ticed in Alva 46 vears before retiring a year 
ago. 

Doctor Templin was a member of the First 
Methodist Church, Rotary Club, America: 
Legion, and Odd Fellows. 

CHARLES WILLIAM RICHARDS, M.D. 
1871-1955 

Charles William Richards, M.D., Newkirk 
physician since 1910, died August 12 at his 
home. 

Doctor Richards was born May 18, 1871 at 
Elizabeth, New Jersey. He graduated from 
Ohio Medical School and interned in Germany 
He practiced in Kansas City for a short time 
and left there in 1902 when he moved to Kil- 
dare, later moving to Pawhuska where he 
practiced until 1910 when he moved to New- 
kirk. He served in the medical corps during 
World War I. 

WILLIAM ALBERT THOMPSON, M.D. 
1874-1955 

William Albert Thompson, M.D., Stigler 
physician from 1931 until his retirement in 
1945, died August 11 after a month’s illness. 

Doctor Thompson was a veteran of three 
wars, the Spanish-American, the Philippine 
Insurrection and World War I. 

Doctor Thompson was born in Greenville, 
Texas, and attended North Texas State Col- 
lege at Denton before receiving his medical 
degree from the University of Arkansas in 
1906. At various times he served as physi- 
cian for the Indian Service. 
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Two New Medical Buildings 
Opened in State Cities 


Building and remodeling continues to pro- 
rress over the state as physicians continually 
ire constructing additional office and clinic 
space for better care of their patients. Two 
f the most recent buildings to be opened 
ire the Wallingford-Lockard Radiological 
)ffice building in Bartlesville and the Medi- 
‘al Arts Building in Enid. 

F. C. Wallingford, M.D. and V.M. Lock- 
ird, M.D., Bartlesville radiologists, con- 
structed their building of pink brick with 
nterior walls of mahogony paneling. Walls 
if the room containing X-ray equipment are 
ined with a layer of lead and all bulky con- 
rols for the equipment are installed in the 
yasement. 

The Enid Medical Arts Building contains 
he offices of Paul B. Champlin, M.D., James 
F. Tagge, M.D. and J. Wendall Mercer, M.D. 
ind a prescription shop. Containing about 
74,000 square feet of space, facilities include 
i clinical laboratory, a deep therapy room 
ind light therapy room, library, nurses 
ounge, in addition to the physicians’ exam- 
ng rooms and consultation rooms, 


Anesthesiologists Form 
Speakers’ Bureau 


The following announcement has been re- 
ceived from the Oklahoma Society of Anes- 
thesiologists : 


On some occasions in recent months some 
members of the Oklahoma Society of Anes- 
thesiologists have been asked to speak to 
County Medical Society meetings on their 
specialty. This has caused some members of 
the society to believe that there may be other 
county organizations which would be inter- 
ested in such discussions. Therefore, the 
president of the society has appointed a com- 
mittee to serve as a “Speakers Bureau” for 
any organization that might wish to obtain 
their services. 


Members of the Oklahoma Society of 
Anesthesiologists will be delighted to speak 
to either professional or lay groups if they 
are contacted by the organizations involved. 
Contact can be made by writing the secre- 
tary of the society, Grace Hassler, M.D., or 
the president, R. Gibson Parrish, M.D. 
through the Journal. 
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Southern Medical Association 
Will Meet in Houston 


The Southern Medical Association, the 
nation’s second largest general medical or- 
ganization, will hold its 49th Annual Meet- 
ing in Houston, Texas, at the Shamrock 
Hotel on November 14-17, 1955. More than 
3,000 of the Association’s 10,000 members 
are expected to attend the four-day meeting. 


The Scientific Assembly will feature some 
300 papers by outstanding researchers and 
practitioners in all of the major medical and 
surgical fields. 


In addition to the twenty Sections of the 
Association, several other major specialty 
groups will meet conjointly. Among those 
planning programs in Houston are: Ameri- 
can College of Chest Physicians—Southern 
Chapter, Association for Research in Oph- 
thalmology, Southern Gynecological and 
Obstetrical Society, Women Physicians, and 
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the Southern Society of Cancer Cytology. 
More than 200 technical and scientific ex- 
hibits will be housed in the Exhibit Hall of 
The Shamrock. 


The Association has a Housing Bureau 
Box 1267, Houston, Texas, to which all re 
quests for hotel accomodations should be ad 
dressed. A forma! hotel reservation form ap 
pears in every current issue of the Souther 
Medical Journal and will also be attache 
to the Preliminary Program which will be 
mailed to 37,500 physicians in the South. 


The official Post Convention Tour to 
Mexico City will leave Houston by air on 
Thursday afternoon for a 10-day tour of 
Mexico. The tour, arranged by the Interna- 
tional Travel Service, Inc., of Chicago, will 
be personally escorted by Mr. Frank F. 
Smith, former Executive Director of the 
Blue Shield Commission. Tour information 
will be mailed to members and will appear in 
the Journal and Official Program. 
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Vhich is today's most widely prescribed broad-spectrum 
antibiotic? 


ACHROMYCIN — it's first by many thousands of 
prescriptions. 


Vhat are some of the advantages of ACHROMYCIN? 


Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 


Exactly how broad is the spectrum of ACHROMYCIN? 


It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. 


what way are ACHROMYCIN Capsules advantageous? 


For rapid and complete absorption they are dry-—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 





Who makes ACHROMYCIN? 





It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 












Hydrochloride 
Tetracycline HCl Lederle 
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aly Review - 


SHOULD THE PATIENT KNOW THE 
TRUTH? A _ response of Physicians, 
Nurses, Clergymen, Lawyers. Edited by 
Samuel Standard, M.D., and Helmuth 
Nathan, M.D. Springer Publishing Com- 
pany, Inc., New York, 1955. Cloth, pp. 
159. 1955. Price $3.00. 

The well qualified group of authors who 
composed this interesting symposium handle 
every facet of a complex ethical question, 
“Should the patient know the truth about 
his disease?” The consensus is that no single, 
unequivocal reply can be given. The prob- 
lem is explored from the ethical, religious, 
and medical point of view. Everyone agrees 
that the over-riding consideration is the wel- 
fare of the patient. What the patient is told 
must be determined by the nature of the 
disease and by the psychological and re- 
ligious needs of the patient. If the disease 
offers no hope of recovery, the physician is 
governed largely by his knowledge of the 
patient in telling him the truth. The strong, 
well-integrated personality may be inspired 
to live his last days more nobly if he realizes 
how few days they are. Many patients do not 








want to be told the truth. Others may be 
comforted by the last rites administered by 
their particular communion. The physicia: 
who may be governed by neurotic impulse; 
in his patient relationships is cautioned abou 
the manner in which he handles this delicat: 
situation. 

The authors agree that telling the patien 
the truth about his malady in fatal cases de 
pends upon sensitive balances, and that i 
hopeful cases the whole truth may be nece: 
sary to engage the patient as an ally in bring 
ing about his recovery. 

Like the solution to the problem of good 
and evil offered in the Book of Job, no un- 
alterable answer can be given to the query 
propounded in these brief essays. But, also 
like the Book of Job, the catalog of possible 
solutions is reviewed. The reader must not 
expect to find untapped nuggets of wisdom 
nor unusually brilliant insights into this ex- 
tremely difficult and extremely important 
question. 

The book is useful for its inclusive con- 
sideration of the many usual and unusual 
factors involved as one gropes for the right 
words to say to an individual patient. This 
wisdom comes from the long, practical ex- 
perience of 24 doctors, nurses, clergymen, 
and lawyers.—Rabbi Joseph Levenson. 





Honoring James Doenges, M.D., Anderson, Ind., President of the American Association of Physicians and 
Surgeons, a dinner was given recently in Bartlesville by C. L. Johnson, M.D. In addition to physicians attend- 
ing, several business and industrial leaders of Tulsa and Bartlesviile were present. Pictured above is a section 
of one of the tables. Left to right are: Herman F. Froebe, M.D., San Francisco; John E. McDonald, M.D., 
Tulsz; C. L. Johnson, M.D., Bartlesville; Doctor Doenges; W. W. Keeler, vice-president, Phillips Petroleum 
Company; Bill Doenges, Bartlesville, brother of Doctor Doenges, and Kieffer Davis, M.D., Bartlesville. 
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Sears-Roebuck Sets Up 
Medical Practice Loans 

Alfred R. Sugg, M.D., Ada, is a member 
1f the medical advisory board of the Sears- 
Roebuck Foundation which recently set up 
the “new practice” grants for physicians. 

At least one loan in each of five regions 
cross the country will be given in 1955 under 
in original $125,000 foundation grant. 

The plan is designed to be self-expanding, 
with all repayments to be used for further 
grants. The foundation said young physicians 
ften lack two essentials, capital and busi- 
ness “know-how”. The plan is intended to 
fill this gap with the long-term, low-cost 
issistance. Grantees will make tax-free con- 
tributions to the foundation instead of pay- 
ng interest. It is required that the physician 
first exhaust all local possibilities for finan- 
‘ing, that his application indicate a need for 
1 practice in the proposed locality and good 
possibilities for success and public service. 

Applications should be sent to the office 
if the region in which the proposed medical 
practice is to be established. For Oklahoma, 
requests should be addressed to the Director, 
Sears-Roebuck Board, 1409 South Lamar 
St., Dallas 2, Texas. 


Rountree Is President 
Of Surgical Congress 

Charles R. Rountree, M.D., Oklahoma City, 
was installed as President of the South- 
western Surgical Congress at the seventh 
Annual Meeting held September 5, 6, and 7 
at the Hotel Muehlebach in Kansas City, 
Missouri. C. M. O’Leary, M.D., also of Okla- 
homa City, is secretary of the group. Everett 
B. Neff, M.D., Oklahoma City, is Oklahoma 


Councilor. 


Among the Oklahoma physicians appear- 
ing on the program were: George M. Brown, 
Jr., M.D. and Bruce H. Brown, M.D., Me- 
Alester, presented a paper entitled “Opera- 
tive Cholangiography: A Critical Five Year 
Review;” Leo J. Starry, M.D., Oklahoma 
City, was one of the participants in the panel 
on “Pre- and Post-Operative Stress,” and Joe 
M. Parker, M.D., Oklahoma City, was the 
discussor of the paper on “‘Acute Perforated 
Peptic Uleer—an Analysis of 90 Cases”. 





The next annual meeting of the Congress 
will be held in Tuscon, Arizona during April, 
1956. 
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PHYSICIAN PLACEMENT 

This column is being initiated as a refer- 
ence to physicians who have expressed a 
desire to locate or relocate in Oklahoma. To 
the best of our knowledge, the names, ad- 
dresses, qualifications and availability are 
current and accurate. 

The asterisk beside some names indicate 
that additional information concerning the 
physician, such as hospital of residency, 
personal data, references, etc. is avaibable 
in this office. All of the men listed here 
have completed internship. 

Anyone who desires to contact these 
physicians may do so directly or is invited 
to use the executive office as an intermed- 
iary. 

Dermatology 

Leonard D. Grayson, 1301 Cornaga Ave., 
Far Rockaway 91, N.Y. Age 34, medical 
school unknown (Grade A), Board Eligi- 
ble in Dermatology, available immediate- 
ly. 

*John M. Knox, Dermatology Dept., Uni- 
versity Hospital, Ann Arbor, Mich., age 
unknown, Baylor University 1949, Board 
eligible in Dermatology, veteran, avail- 
able since February 1, 1955. 

General Practice 

*Edwin S. Gaither, 82 W. Fayette St., Un- 
iontown, Pa. Age 35, Jefferson Medical 
College, 1953, veteran, available since 
January, 1955. 

*John V. Hume, Wilmington General Hos- 
pital, Wilmington, Delaware, age 31, Uni- 
versity of Colorado 1953, residency in 
general practice, veteran, availabilty un- 
known. 

Clive E. Jackson, negro, 3728 Hayes St., 
Apt. 1, Washington, 19, D. C., Howard 
University, military status unknown, 
available July 30, 1955. 

Frank M. James, Ft. Randall Hospital and 
Clinic, Pickstown, South Dakota, age 46, 
University of Oklahoma 1947, veteran, 
availability unknown. 

*William D. Stovall, Jr., Brodhead, Wis- 
consin, age 39, University of Wisconsin, 
1944, veteran, available May 1, 1955. 

*Andrew John Zumwalt, Cheyenne Agency, 
South Dakota, age 32, College of Medical 
Evangelists, 1949, on active duty with the 
P.H.S., available October 15, 1955. 


Internal Medicine 
*Marvin J. Colbert, Apt. 110, 809 S. Marsh- 
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field Ave., Chicago 12, Ill., age 31, Uni- 
versity of Boston 1949, two and one-half 
years residency in internal medicine, vet- 
eran, available August 1, 1955. 

*Robert Henry Frankenfeld, U. S. Naval 
Hospital, Quantico, Va., age 31, Cornel! 
University 1947, Board eligible in Interna 
Medicine, active military duty, availabk 
October 1, 1955. 

*Alfred M. Steinman, 515 Ocean Ave., Brook 
lyn 26, N. Y., age 32, Long Island Colleg: 
of Medicine 1949, residency in Interna 
Medicine and Cardiology, veteran, avail 
able immediately. 

Orthopedics 

*Andrew G. Hudacek, Kosair Crippled Child 
ren Hospital, Louisville 17, Kentucky, ag: 
31, Georgetown University 1948, Boar 
eligible in Orthopedics, veteran, available 
October 1, 1955. 

Pathology 

*James Kendall Boyd, 1745 S. St. Louis Ave., 
Tulsa, Okla., age 39, University of Tenn- 
essee 1942, Board eligible in Pathology, 
veteran, available immediately. 

Pediatrics 

*Arthur T. Hall, 314 Allison St., Sayre, Pa., 
age 33, University of Rochester 1952, two 
year residency in Pediatrics, veteran, 
available July 1, 1955. 

Surgery 

Alice F. Gambill, 1605 Clover Lane, Fort 
Worth, Texas, University of Oklahoma 
1949, one year residency in General Surg- 
ery, available immediately. 

*Valerio J. Federici, Kings County Hospital, 
Brooklyn 3, N. Y., age unknown, Jeffer- 
son Medical College 1948, Board eligible 
in General Surgery, veteran, available 
June, 1955. 

*William A. Holbrook, Jr., University Hos- 
pital, Baltimore, Maryland, age 34, Uni- 
versity of Maryland 1945, Board qualified 
in General Surgery, veteran, available 
August, 1955. 

*C. Richard Jernigan, Parkland Memorial 
Hospital, Dallas, Texas, age 29, South- 
western Medical College 1948, will be 
Board qualified in General Surgery Jan- 
uary 1, 1956, veteran, available January 
1, 1956. 

*Chester T. Podgorski, 3926 N. Keeler Ave., 
Chicago, Ill., age 37, Loyola 1943, three 
year residency in General Surgery, vet- 
eran, available April 13, 1955. 
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New Officers Named 
To Medical Board 


W. Pat Fite, M.D., Muskogee, was named 
President of the Board of Medical Examiners 
at a meeting held in Oklahoma City Septem- 
ber 4. Other new officers are: L. S. Willour, 
M.D., McAlester, Vice-President; and E. F. 
Lester, M.D., Oklahoma City, Secretary. 
Clinton Gallaher, M.D., Shawnee, who had 
served as secretary for a number of years, 
resigned from the position. 

Additional members of the Board are E. 
M. Gullatt, M.D., Ada; M. H. Newman, M.D., 
Shattuck; and L. E. Woods, M.D., Chickasha; 
Doctor Gallaher and the above named offi- 
cers. 


College of Physicians 
To Hold Regional Meeting 


The Arkansas-Oklahoma Regional Meeting 
of the American College of Physicians will be 
held at Hot Springs, Arkansas, Saturday, De- 
cember 3, with headquarters at the Arlington 
Hotel. Bert F. Keltz, M.D., Oklahoma City, 
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